Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Hale Malama CHAPTER 100.1
Address: Inspection Date: February 9, 2021 Annual
94-1088 Farrington Highway, Waipahu, Hawaii 96797

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NQT
RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POS'IJED ONL
WITHOUT YOUR RESPONSE.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (b)(3)
During residence, records shall inctude:

Progress notes that shall be written on a monthly basis, or
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care
plan, any changes in condition, indications of illness or
injury, behavior patterns including the date, time, and any

and all action taken. Documentation shall be completed
imimediately when any incident occurs;

FINDINGS
Resident #1: No documented medication response in

progress notes of Cephalexin 500 mg every 12 hours for 6
days.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 2
During residence, records shall include:
Progress notes that shall be written on a monthly basis, or FUTURE PLAN
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan, | USE THIS SPACE TO EXPLAIN YOUR FUTURE
any changes in condition, indications of illness or injury, PLAN: WHAT WILL YOU DO TO ENSURE THAT
behavior patterns including the date, time, and any and all IT DOESN’T HAPPEN AGAIN?
action taken. Documentation shall be completed ‘ ' T
immediately when any incident occurs; T Ko |, So H=T L poardde et
FINDINGS A S, T il pod p 4 5
Resident #1: No documented medication response in e el ﬁ
progress notes of Cephalexin 500 mg every 12 hours for 6 v Hee Al e A Lodrme A
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-23 Physical environment. (g)}(3)(I)
Fire prevention protection.

Type I ARCHs shall be in compliance with, but not limited
to, the following provisions:

Each resident of a Type [ home must be certified by a
physician that the resident is ambulatory and capable of
foliowing directions and taking appropriate action for self-
preservation under emergency conditions, except that a
maximum of two residents, not so certified, may reside in
the Type 1 home provided that either:

FINDINGS
Resident #1; Physician level of care order unclear.

PART 1
DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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to, the following provisions:

Each resident of a Type | home must be certified by a
physician that the resident is ambulatory and capable of
following directions and taking appropriate action for self-
preservation under emergency conditions, except that a
maximum of two residents, not so certified, may reside in
the Type I home provided that either:

FINDINGS
Resident #1: Physician level of care order unclear.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (g}3)(I) PART 2
Fire prevention protection.
Type I ARCHs shall be in compliance with, but not limited FUTURE PLAN
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (h)(3) PART 1
The Type I ARCH shall maintain the entire facility and
equipment in a safe and comfortable manner to minimize
hazards to residents and care givers. DID YOU CORRECT THE DEFICIENCY?
All Type I ARCHs shall comply with applicable state laws USE THIS SPACE TO TELL US HOW YOU
and rules relating to sanitation, health, infection contrel and CORRECTED THE DEFICIENCY
environmental safety;
T wWer bvee waliplld et dlabes
FINDINGS
Per Substitute care giver #1; dishes are sanitized once a e o boe A~ :
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
] | §11-100.1-23 Physical environment. (h)(3) PART 2
The Type I ARCH shail maintain the entire facility and
equipment in a safe and comfortable manner to minimize
hazards to residents and care givers. FUTURE PLAN
All Type 1 ARCHs shall comply with applicable state laws USE THIS SPACE TO EXPLAIN YOUR FUTURE
and.rules relating to sanitation, health, infection control and PLAN: WHAT WILL YOU DO TO ENSURE TBAT
environmental safety; IT DOESN’T HAPPEN AGAIN?
FINDINGS
Per Substitute care giver #1; dishes are sanitized once a : Yy
week instead of after every use per Department regulations. j M MU-) po K deton
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (g)(3)(1)(i} PART 1
Fire prevention protection.
RRE 2
Type 1 ARCHs shall be in compliance with, but not limited DID YOU CORRECT THE DEFICIENCY?
to, the following provisions:
USE THIS SPACE TO TELL US HOW YOU
Each resident of a Type I home must be certified by a CORRECTED THE DEFICIENCY
physician that the resident is ambulatory and capable of _ ' )
following directions and taking appropriate action for self- T des &~ e P"' e "“f’ YL e e A
preservation under emergency conditions, except that a b A
maximum of two residents, not so certified, may reside in ﬂ/w—wx a WM‘J (”L‘W "D
the Type I home provided that either: o T
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For each such non-certified resident there must be a ) ; P
responsible adult on the premises of the home at all times Hewn Canv—e back do Ao
that the non-certified resident is present in the home, and N R VRN PR A v S
there must never be a stairway which must be negotiated for o /
emergency exit by such non-certified resident; Cones Ao At Here W
FINDINGS = fkng  Er ) e
Only one (1) care giver present at beginning of inspection. & vp P 2 D;L/ £ c('/ 2/
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion

§11-100.1-23 Physical environment. (g)(3)D)(i)
Fire prevention protection.

Type I ARCHs shall be in compliance with, but not limited
to, the following provisions:

Each resident of a Type | home must be certified by a
physician that the resident is ambulatory and capable of
following directions and taking appropriate action for self-
preservation under emergency conditions, except that a
maximum of two residents, not so certified, may reside in
the Type I home provided that either:

For each such non-certified resident there must be a
responsible adult on the premises of the home at all times
that the non-certified resident is present in the home, and
there must never be a stairway which must be negotiated for
emergency exit by such non-certified resident;

FINDINGS

Only one (1) care giver present at beginning of inspection.

No additional care giver for one (1) non self-preserving
resident.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE

PLAN: WHAT WILL YOU DO TO ENSURE THAT

IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-83 Personnel and staffing requirements. (5) PART 1
In addition to the requirements in subchapter 2 and 3: .
2
Primary and substitute care givers shali have documented DID YOU CORRECT THE DEFICIENCY?
evidence of successful compietion of twelve hours of
continuing education courses per year on subjects pertinent USE THIS SPACE TO TELL US HOW YOU
to the management of an expanded ARCH and care of CORRECTED THE DEFICIENCY
expanded ARCH residents.
T vk 12 ke 7 Webhnas
FINDINGS o )
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-83 Personnel and staffing requirements. (5) PART 2
In addition to the requirements in subchapter 2 and 3:
Primary and substitute care givers shall have documented FUTURE PLAN
evidence of successful completion of twelve hours of
continuing education courses per year on subjects pertinent USE THIS SPACE TO EXPLAIN YOUR FUTURE
to the management of an expanded ARCH and care of PLAN: WHAT WILL YOU DO TO ENSURE THAT
expanded ARCH residents. IT DOESN’T HAPPEN AGAIN?
FINDINGS
Primary care giver: no documented evidence of twelve (12) T Mo W 4o ervsune M Lx
hours of continuing education. ) .
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
X] | §11-100.1-88 Case management qualifications and services. PART 1
(eX(6)
Case management services for each expanded ARCH 9
resident shall be chosen by the resident, resident's family or DID YOU CORRECT THE DEFICIENCY?
surrogate in collaboration with the primary care giver and
physician or APRN. The case manager shall: USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
Coordinate care giver training, hospital discharge, respite, . ,
home transfers and other services as appropriate. Facilitate, Tl g ’E‘W’i e M
advocate and mediate for expanded ARCH residents, care . G
givers and service providers to ensure linkages and o Laae oA g‘m"x: e
provision of quality care for the optimal function of the .
expanded ARCH resident; Coane e a=t T Hm/“' W
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
> | §11-100.1-88 Case management qualifications and services. PART 2
(c)(6)
Case management services for each expanded ARCH
resident shall be chosen by the resident, resident's family or FUTURE PLAN
surrogate in collaboration with the primary care giver and
physician or APRN. The case manager shall: USE THIS SPACE TO EXPLAIN YOUR FUTURE
) PLAN: WHAT WILL YOU DO TO ENSURE THAT

Coordinate care giver training, hospital discharge, respite, IT DOESN’T HAPPEN AGAIN?
home transfers and other services as appropriate. Facilitate, ’
advocate and mediate for expanded ARCH residents, care RS e 0 VYR
givers and service providers to ensure linkages and T Mo kw o W
provision of quality care f:or the optimal function of the Caoin, T YU ke Lol e ra ?..(M [y oY
expanded ARCH resident; % .
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Licensee’s/Administrator’s Signature:

Jte. pom.

Print Name:

Date:
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